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The Black Lives Matter movement has taken the world by storm. This movement has 
been reignited a!er the death of George Floyd in the US and quickly led to a global 
uproar. Despite social distancing rules still in place, across the world, people took to 
the streets in their thousands to protest against anti-Black racism and police brutality. 
But this is not the only battle the Black community are "ghting. It has come to light 
that those from the BAME community are disproportionately a#ected by COVID-19 
with Black males and females four times more likely to die with COVID-19 than 
White ethnicity males and females. (1) This has emphasised the existence of institu-
tional racism, racial inequality in medicine and its negative e#ects on health. It is clear 
that this lockdown period has forced the world to take notice of the injustices faced 
by the Black and minority ethnic (BAME) community, and the many ways that they 
are being failed by the systems that are meant to protect them. 
In 2001, BAME groups made up 5.1% of the UK population, which rose to 14% 
in 2011. (2) It is clear that the UK is diversifying at an exponential rate, but medical 
culture is yet to catch up with this increase in diversity. (3) Doctors have a duty to 
deliver optimum care to all patients; but the current medical school curriculum does 
not adequately prepare medical students to do so e#ectively.  
Race is a critical component of our patients’ social identity. (4) When you meet 
someone, their race is o!en the "rst thing you notice. Di#erences in race represent 
di#erences in culture, experiences and ethnic backgrounds which result in di#er-
ences in health needs. There has been a global outcry within medicine to diversify 
the medical school curriculum. Students need to be exposed to more diverse patient 
groups during their training and gain a greater understanding of health inequalities 
and how racism contributes to health outcomes. 
Currently, the majority of teaching resources and clinical images being used only rep-
resent white patients. Even though students may be exposed to patients from diverse 
backgrounds whilst on clinical placements, it is not a guarantee that students will see 
speci"c clinical signs on these patients. (5) Additionally, the absence of appropriate 
terminology makes it di$cult to identify and describe certain clinical signs in patients 
from BAME backgrounds. One example of this being erythema, meaning redness of 
skin or mucous membranes. This ineptitude can lead to delayed diagnoses and sub-
optimum delivery of care to all patients. (6) 
As future doctors, cultural competence is crucial. This can be de"ned as the process 
of understanding, communicating with and e#ectively interacting with people from 
di#erent cultures. (7) Cultural norms in%uence patient health-related behaviours, by 
understanding this it heightens the ability to deliver patient-centred care. (8) This 
area is currently neglected within medical education and is demonstrated by the lack 
of patients from di#erent ethnic backgrounds within medical examinations, com-
munication skills training and exam questions that perpetuate stereotypes of ethnic 
minority groups. (9-11) Cultural competence must be a continuous and career-long 
process focused on understanding the patient as an individual and how their culture 
in%uences their decisions. (12) 
Furthermore, the speci"c needs of BAME patients have been marginalised. Health 
inequalities are caused by a combination of many factors. Although the direction of 
cause and e#ect are yet to be determined, health inequalities are further exacerbated 
by the inaction of institutions to tackle these speci"c issues. (13) BAME patients have 
poorer mental health outcomes. (14) Black women are "ve times more likely to die 
during childbirth. (15) In a study conducted in America, Black patients were 50% less 
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likely to be prescribed pain medication. (16)  Medical students perceived that Black 
patients felt less pain. (17) These erroneous ideas are detrimental to patient care and 
demonstrate how individual racial bias may contribute to di#erential patient care.
It is important to make clear that something can be done about this. It starts by 
thoroughly examining the origins of certain decisions and challenging the status quo. 
Changes to the current medical school curriculum are key to unlocking a future 
in which racism is not tolerated or perpetuated through systems and the actions of 
individuals. Medical schools are a training ground for the next generation of doc-
tors; a place to identify, unlearn and challenge maladaptive behaviours and learn new 
behaviours in a safe environment. Patient-centred care means that diversity must be 
incorporated within the medical curriculum and medical education in order to better 
serve patients.
!!"
1. Chris White and Vahé Na"lyan. O$ce for National Statistics. Coronavirus 
(COVID-19) related deaths by ethnic group, England and Wales: 2 March 2020 to 10 
April 2020 [accessed 20 June 2020]. Available from: https://www.ons.gov.uk/people-
populationandcommunity/birthsdeathsandmarriages/deaths/articles/coronavirusrelate
ddeathsbyethnicgroupenglandandwales/2march2020to10april2020
2. Emma White. O$ce for National Statistics. Ethnicity and National Identity in 
England and Wales: 2011 [accessed 20 June 2020]. Available from: https://www.ons.
gov.uk/peoplepopulationandcommunity/culturalidentity/ethnicity/articles/ethnicity-
andnationalidentityinenglandandwales/2012-12-11. 
3. Nazar M, Kendall K, Day L, Nazar H. Decolonising medical curricula through 
diversity education: lessons from students. Med Teach. 2015;37(4):385-393. 
https://doi.org/10.3109/0142159X.2014.947938 PMid:25156358
4. Williams DR, Sternthal M. Understanding racial-ethnic disparities in health: 
sociological contributions. J Health Soc Behav. 2010;51 Suppl:S15-S27. 
https://doi.org/10.1177/0022146510383838 PMid:20943580 
PMCid:PMC3468327
5. Gishen, F. and Lokugamage, A., 2019. Diversifying the medical curriculum. BMJ, 
364, p.l300. 
https://doi.org/10.1136/bmj.l300 PMid:30674468
6. Egede LE. Race, ethnicity, culture, and disparities in health care. J Gen Intern 
Med. 2006;21(6):667-669. 
https://doi.org/10.1111/j.1525-1497.2006.0512.x 
PMid:16808759 PMCid:PMC1924616
7. Saha S, Beach MC, Cooper LA. Patient centeredness, cultural competence and 
healthcare quality. J Natl Med Assoc. 2008;100(11):1275-1285. 
Ɣ0v7fĺou]ĺh
https://doi.org/10.1016/S0027-9684(15)31505-4
8. Knipper, M., Seeleman, I. & Essink, M. How should ethnic diversity be repre-
sented in medical curricula? A plea for systematic training in cultural competence. TS 
MEDISCH ONDERWIJS 29, 54–60 (2010) 
https://doi.org/10.1007/s12507-010-0010-8
9. Burgess, D.J., Burke, S.E., Cunningham, B.A. et al. Medical students’ learning 
orientation regarding interracial interactions a#ects preparedness to care for minor-
ity patients: a report from Medical Student CHANGES. BMC Med Educ 16, 254 
(2016). 
https://doi.org/10.1186/s12909-016-0769-z 
PMid:27681538 PMCid:PMC5041316
10. Rosen J, Spatz ES, Gaaserud AM, et al. A new approach to developing cross-
cultural communication skills. Med Teach. 2004;26(2):126132. 
https://doi.org/10.1080/01421590310001653946 
PMid:15203521
11. Kai J, Bridgewater R, Spencer J. “ ‘Just think of TB and Asians’, that’s all I ever 
hear”: medical learners’ views about training to work in an ethnically diverse society. 
Med Educ. 2001;35(3):250-256. https://doi.org/10.1046/j.1365-2923.2001.00871.x 
https://doi.org/10.1111/j.1365-2923.2001.00871.x 
PMid:11260448
12. Betancourt JR. Cultural competence and medical education: many names, many 
perspectives, one goal. Acad Med. 2006;81(6):499-501. 
https://doi.org/10.1097/01.ACM.0000225211.77088.cb 
PMid:16728795
13. Salway S, Mir G, Turner D, Ellison GT, Carter L, Gerrish K. Obstacles to “race 
equality” in the English National Health Service: Insights from the healthcare com-
missioning arena. Soc Sci Med. 2016;152:102-110. 
https://doi.org/10.1016/j.socscimed.2016.01.031 
PMid:26851409 PMCid:PMC4774476
14. Bignall T, Jeraj S, Helsby E, Butt J. Racial disparities in mental health: literature 
and evidence review. 2019. https://raceequalityfoundation.org.uk/wp-content/up-
loads/2020/ 03/mental-health-report-v5-2.pdf. 
15. Knight, M., 2018. MMBRACE-UK. Lessons Learned To Inform Maternity 
Care From The UK And Ireland Con"dential Enquiries Into Maternal Deaths And 
Morbidity 2014–16.. Available at: <https://www.npeu.ox.ac.uk/mbrrace-uk/reports> 
[Accessed 20 June 2020].
;v|7b|oub-ѴĹ!-1;-m7|_;l;7b1-Ѵv1_ooѴ1uub1Ѵl
Ѵ-lb7;	-7-
ѵ0v7fĺou]ĺh
$_;ubঞv_"|7;m|	o1|ou
(oѴl;ƓķoĺƑŐƑƏƑƏő
16. Singhal A, Tien YY, Hsia RY (2016) Racial-Ethnic Disparities in Opioid Pre-
scriptions at Emergency Department Visits for Conditions Commonly Associated 
with Prescription Drug Abuse. PLOS ONE 11(8): e0159224. 
https://doi.org/10.1371/journal.pone.0159224 
PMid:27501459 PMCid:PMC4976905
17. Kelly M. Ho#man, Sophie Trawalter, Jordan R. Axt, M. Norman Oliver (2016) 
Racial bias in pain assessment. Proceedings of the National Academy of Sciences, 
201516047.
 
 
$_;ubঞv_"|7;m|	o1|oubv-mblrubm|o=-u7b@&mb;uvb|
u;vvķ-mbmmo-ঞ;or;mŊ-11;vvr0Ѵbv_;uo=-1-7;lb1u;Ŋ
v;-u1_ķ_;u;ļor;mŊ-11;vvĽl;-mv=u;;=ou0o|_u;-7;uv-m7
ub|;uvĺ
1-u7b@mb;uvb|ru;vvĺou]
$_;ubঞv_"|7;m|	o1|oubv-mor;m-11;vvfoum-Ѵķ_b1_
l;-mv|_-|-ѴѴ1om|;m|bv--bѴ-0Ѵ;b|_o|1_-u];|o|_;v;u
ou_bvņ_;ubmvঞ|ঞomĺ+o-u;-ѴѴo;7|ou;-7ķ7omѴo-7ķ1orķ
7bv|ub0|;ķrubm|ķv;-u1_ķouѴbmh|o|_;=ѴѴ|;|vo=|_;-uঞ1Ѵ;v
bm|_bvfoum-Ѵb|_o|-vhbm]rubour;ulbvvbom=uol;b|_;u|_;
r0Ѵbv_;uou|_;-|_ouĺ
C b n d
oum-Ѵ	 
ƐƏĺƐѶƔƕƒņbvvmĺƑƔƐƓŊƒƐƕƓ
 
vv;	 
ƐƏĺƐѶƔƕƒņ0v7fĺƓbƑ
$_bvfoum-ѴbvѴb1;mv;7m7;u-u;-ঞ;ollomvub0ঞomŊ
omoll;u1b-ѴŊo	;ub-ঞ;vƓĺƏm|;um-ঞom-Ѵb1;mv;ĺ$_;
1orub]_|o=-ѴѴ-uঞ1Ѵ;v0;Ѵom]v|o$_;om7-ঞom=ou;7b1-Ѵ
0Ѵbv_bm]ķ-m7-1b|-ঞomv_oѴ70;l-7;_;m-m-uঞ1Ѵ;bv
to|;7ķv;7ouu;=;uu;7|obm-mo|_;uouhĺ
bsdj.org.uk
@thebsdj
/thebsdj
@thebsdj
$_;ubঞv_"|7;m|	o1|oubvr0Ѵbv_;70$_;om7-ঞom
=ou;7b1-Ѵ0Ѵbv_bm]ķ-1_-ub|-0Ѵ;bm1ourou-|;7ou]-mbv-ঞom
u;]bv|;u;7bmm]Ѵ-m7-m7)-Ѵ;vŐ_-ub|oĺƐƐѶƖƏƏѵőķ-m7-
v0vb7-uo=$_;1-7;lo=;7b1-Ѵ71-|ouvĺ
